*To the Editors*:

The novel coronavirus strain, severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), was first reported from China in December 2019 \[[@C1]\]. As of 14 May, 2020, more than 4.4 million individuals have tested positive for SARS-COV-2 globally \[[@C2]\]. More than 300 000 individuals have died globally due to SARS-COV-2 \[[@C2]\]. In South Africa, cumulatively at the same time point, 12 739 individuals have been infected and 238 deaths reported \[[@C2]\]. Tuberculosis (TB) is the leading infectious disease cause of death with 1.4 million deaths in 2018 \[[@C3]\]. Drug-resistant tuberculosis (DR-TB) is a threat to TB control globally. Over the past decade, several interventions have improved the outcomes of DR-TB patients and reduced the burden of disease. We discuss lessons from DR-TB interventions in South Africa that could be helpful in the fight against SARS-COV-2. 1)*Rapid adoption of new diagnostics*: Early awareness, testing and diagnosis are important factors in successful management. The use of GeneXpert MTB/RIF brought about a revolution in diagnosing DR-TB reducing time to detection from weeks to days. The recommended primary diagnostic for SARS-COV-2 detection is molecular using the PCR method. Several rapid molecular diagnostic methods are available and should be rapidly evaluated and implemented. South Africa has adopted several and recently also introduced the GeneXpert Xpress SARS-CoV-2 cartridge diagnosing coronavirus disease 2019 (COVID-19) within 45 min, leveraging the GeneXpert platform that is decentralised and extensively used for TB diagnosis.2)*Parallel process of research and implementation*: The Bedaquiline Clinical Access Programme (BCAP) provided access to a novel drug for DR-TB patients, generated local evidence to support decision-making and led to rapid adoption, bolstering the fight against an infectious disease \[[@C4]\]. We managed to reduce mortality among DR-TB patients after updating our clinical guidelines using local data (figure 1) \[[@C5]\]. Death rate decreased from 45% (2010 cohort) to 21% (2016 cohort) among extensively drug-resistant TB patients and treatment success rate improved from 9% to 58% during the same period in this group. Importantly, outcomes were monitored closely after introduction of novel regimens and ensured that data is put in the public domain in a timely manner. The BCAP model is a good example and we encourage rapid referral to COVID-19 clinical trials being conducted; the Solidarity clinical trial is an example and will evaluate new and repurposed agents to treat COVID-19. Another example of a research project that helped drive development of country-specific policies is the surveillance of adverse events conducted by B[orisov]{.smallcaps} *et al*. \[[@C6]\].3)*Decentralisation of complex services for easy access for community members*: Bringing screening, testing and treatment close to where people live has proved to produce better treatment outcomes for DR-TB patients in South Africa and helped reduce the cost of DR-TB care \[[@C7]\]. Such interventions are key to success in the fight against SARS-COV-2. Effective decentralisation facilitates contact tracing important for both conditions and has been well resourced for COVID-19. It is a missed opportunity, however, not to test for TB when investigating COVID-19, and *vice versa*. This is recommended by the World Health Organization: local adoption is now planned and should be considered in high burden TB settings.4)*The use of personal protective equipment (PPE) by healthcare workers and patients*:The use of PPE, especially in clinical environments, has been associated with reduction of DR-TB transmission among healthcare workers in various settings. Administrative and environmental factors are also critically important for DR-TB. The major challenge has been scarcity of PPE in various areas where they are needed to manage unsuspected, undiagnosed infectious patients and this is being adequately addressed.5)*Strong partnership and collaboration*: This is central to the response and led to improvement of DR-TB treatment outcomes. Government officials, academia, non-governmental organisations and civil society worked together in coalition, driving the successes observed \[[@C8]\].6)*Management of TB and COVID-19 co-infection*: as both conditions affect the respiratory system with overlapping symptoms, clinicians are urged to test for both. This is particularly important to prevent nosocomial spread when hospitalisation is needed for either. A total of 776 beds have been identified out of 3798 beds at 33 DR-TB treatment sites. Although the first TB--COVID-19 cohorts reported did not show a high death rate in this group \[[@C9], [@C10]\], HIV co-infection among TB is 59% in South Africa and is an additional risk. Integrating COVID-19 activities with TB (and HIV) programmes is important.In conclusion, the fight against SARS-COV-2 can be won if we continue to make effective use of rapid diagnostic tools and effective contact tracing, decentralise treatment services, and strengthen the use of personal protective devices in areas that need them most. Equally importantly, partnership between governments and the private sector, political commitment and learning implementation may go a long way to defeating SARS-COV-2.
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